In their excellent case report (June 1999 JRSM, pp. 307-309) Dr Brims and his colleagues refer to endoscopy, computerized tomography (CT), red cell scanning and arteriography but do not discuss the use of radio-labelled white cell scans. In a recent case we found arteriography and endoscopy unhelpful but the white cell scan (Figure 1 ) clearly demonstrated a 'hot spot' in the aortic graft at L3 level. At operation an aortoenteric fistula was confirmed at this level.
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Endoscopy is useful in excluding other causes of gastrointestinal bleeding but fistulae often cannot be seen. Angiography can assess graft patency but will only show the fistula if it is large and bleeding at the time of the investigationl. As We agree with Dr Brims and colleagues that aortoenteric fistulae are frequently missed or inappropriately managed. However, we were surprised to read that their practice is to gain control of the aorta above the diaphragm by thoracotomy. They state the reason for this as previous surgery or a history of adhesions. However, most of these fistulae occur in patients who have had previous aortic surgery and therefore there is always the possibility of adhesions.
We would recommend a laparotomy with control of the aorta through the lesser sac rather than by a thoracotomy.
This policy is supported by other reportsl-3; indeed it has been recommended that a laparotomy should be performed in all cases of gastrointestinal haemorrhage where the cause remains obscure4'5. This will avoid the greater difficulty of pain control and also postoperative complications after a thoracotomy. An alternative method proposed by Schwab et al. is a retroperitoneal approach to the aorta using an aortic balloon catheter to gain control6. They 
